Introduction {#Sec1}
============

Head and neck surgery in general, and thyroid surgery in particular, were developed and performed by general surgeons from the onset of the modern era of surgery, starting in the late nineteenth and until the mid-twentieth century. Around the period of World War II, otolaryngologists began to perform oncologic surgery in the neck, the upper aerodigestive tract and, eventually, the thyroid gland.

In the United States of America (US), most departments of otolaryngology head and neck surgery have been performing thyroid surgery for many years. In 2000, J.K. Harness, MD, a surgeon from Oakland, California, stated, in his presidential address on the occasion of the 21st annual meeting of the American Association of Endocrine Surgeons: "The field of endocrine surgery is no longer the sole turf of general surgeons: ear, nose and throat specialists are increasingly performing thyroid and parathyroid operations" \[[@CR1]\]. Sixteen years later, Ashok R. Shaha, a head and neck surgeon from a general surgery background stated in the "2016 Hayes Martin Lecture" at the American Head and Neck Society's Ninth International Conference: "Endocrine surgery now accounts for a bulk of surgical procedures in the head and neck surgeon's practice" \[[@CR2]\]. In the US, thyroid and parathyroid gland surgery is now performed by a group of surgeons, including those with a general training background and those with otolaryngology training. Many articles dealing with thyroid surgery or guidelines on the management of thyroid pathologies have been written jointly by endocrine surgeons with a general surgery background, head and neck surgeons from either an otolaryngology or a general surgery background, and endocrinologists \[[@CR3]--[@CR8]\]. In 2006, the World Congress on Thyroid Cancer was conceived by Jatin P. Shah, a head and neck surgeon with a general surgery background, and eventually founded as an organization with the aim to bring together all specialties involved in the care of patients with thyroid nodules and thyroid cancer. The steering committee of this organization is composed of five head and neck surgeons (two with a general surgery background and three with an otorhinolaryngology background), two endocrinologists, and one medical oncologist \[[@CR9], [@CR10]\].

In contrast to the US, thyroid surgery in many European countries is still dominated by general surgeons. In numerous university centers globally, there continues to be friction regarding who is qualified to perform thyroid surgery.

The focus of this editorial is to demonstrate that there are objective data in the literature to suggest that, with adequate training and the scope of practice similar to general surgeons, otolaryngologists with appropriate training in head and neck surgery are well suited to perform the entire spectrum of thyroid and parathyroid surgery.

Compliance with Ethics Guidelines {#Sec2}
---------------------------------

This article is based on previously conducted studies and does not contain any studies with human participants or animals performed by any of the authors.

Historical Development of Surgical Specialties and Thyroid Surgery {#Sec3}
==================================================================

Specializations in surgery began in the nineteenth century; the first specialties to emerge were ophthalmology and otorhinolaryngology \[[@CR11]\]. During the first half of the twentieth century, surgical specialty training became more standardized and several certifying boards of specialty training developed outside general surgery, such as American Boards of Urology, Neurological Surgery, Thoracic Surgery, etc. \[[@CR12]\]. After World War II, many surgical specialties acquired departmental status outside of general surgery.

In the US, head and neck surgery as a specialty was organized by the Society of Head and Neck Surgeons, founded in 1954 by Hayes Martin a general surgeon, and the American Society of Head and Neck Surgery, founded in 1958 by John Conley, an otolaryngologist. In the former, the members consisted mainly of general surgeons with a special training in surgical oncology and head and neck surgery, and, in the latter, of otolaryngologists with special interest and training in head and neck surgery. In 1998, these two societies merged, as their goals, aims and missions were the same \[[@CR13]\].

Thyroid surgery was developed in the second half of the nineteenth century by Billroth (1829--1894) in Vienna and Theodor Kocher (1841--1917) in Bern, and in the first half of the twentieth century by William S. Halsted (1852--1922) at Johns Hopkins Hospital in Baltimore, Charles Mayo (1863--1939) in Rochester, George W. Crile (1864--1943) in Cleveland, and Frank H. Lahey (1880--1953) in Boston \[[@CR14], [@CR15]\]. Theodor Kocher received the Nobel Prize in Medicine and Physiology in 1909 to honor his life's work in surgery and research of thyroid pathologies. Charles Mayo began operating with his brother William in 1888 at the Mayo Clinic in Rochester, Minnesota, where subsequently a large volume of thyroid surgery was performed. George Crile in Cleveland and Frank Lahey in Boston also performed large volumes of thyroid surgery and perfected the basic techniques. Thyroid surgery is currently performed at all institutions of the mentioned pioneers, in departments of both general surgery and of otorhinolaryngology head and neck surgery.

Head and Neck Surgeon and the Thyroid Gland {#Sec4}
===========================================

The head and neck surgeon is confronted with the thyroid and parathyroid glands and the laryngeal nerves on a daily basis. The surgical treatment of several hypopharyngeal or subglottic carcinomas include at least a hemithyroidectomy and, in selected cases, a total thyroidectomy. In partial pharyngolaryngectomies and partial laryngectomies, such as hemilaryngectomies or cricohyoidopexies, the recurrent as well as the superior laryngeal nerves must be identified and spared, to guarantee vocal cord function minimizing aspiration. Similarly, surgery of the thyroid, the central compartment of the neck, and the superior mediastinum requires equal exposure and expertise in identification and preservation of recurrent laryngeal nerves. In selected cases, the thyroid gland may even be used for the reconstruction of laryngeal defects \[[@CR16], [@CR17]\]. In rare cases, differentiated thyroid carcinomas invade laryngeal structures or the trachea and require appropriate pre-operative assessment and surgical management \[[@CR18], [@CR19]\].

Neck Dissection in Thyroid Carcinoma {#Sec5}
====================================

Cervical lymph node metastases are common in differentiated thyroid carcinomas, such as papillary thyroid cancer. Depending on the diagnostic modalities employed, 30--80% of papillary thyroid carcinomas harbor lymph node metastases \[[@CR20]--[@CR22]\]. The most frequently cited types of neck dissection in relation to thyroid cancer are central and lateral neck dissection.

Central neck dissection involves the removal of nodes of the prelaryngeal, pretracheal (level VI) and paratracheal lymph node basins (level VII) \[[@CR6]\]. Lateral neck dissection involves the removal of the upper jugular nodes (level II)---except the nodes above and behind the accessory nerve (sublevel IIB)---the mid-jugular and lower jugular nodes (levels III, IV), and the posterior triangle (sublevel VB) \[[@CR23]\].

Goyal et al. \[[@CR24]\] analyzed a series of 416 papillary thyroid carcinomas: of 319 initial surgery cases, 113 (35%) presented with cN+. Overall, in 73% and 65% of patients with node metastases, these were located in the central neck dissection and lateral neck dissection specimens, respectively.

According to Weber et al. \[[@CR25]\], the number of resected nodes in the paratracheal region ranges from 3 to 30. In a central neck dissection specimen, an average of 8.4 nodes are found on pathologic examination \[[@CR26]\].

Eskander et al. \[[@CR27]\] performed a review and meta-analysis on the patterns of spread to the lateral neck in metastatic well-differentiated thyroid cancers. The study inclusion criteria were: well-differentiated thyroid carcinoma with lateral neck disease treated by neck dissection (levels II--IV or II--V). Of 94 screened articles, only 18 met criteria and had sufficient data (such as disease description by level) for inclusion in the meta-analysis, and 13 of these 18 studies were performed by head neck surgeons of ORL departments. The 18 articles included 1145 patients with 1298 neck dissections. Level II was involved in 53.4%, levels III and IV in 70.55% and 66.3%, respectively, and level V in 25.3% of the cases.

The authors concluded that patients with lateral neck disease from papillary thyroid carcinomas should undergo a neck dissection of levels IIa, IIb, III, IV and Vb. Agrawal et al. stated that "focal berry picking of only clinically involved lymph nodes without a compartmental dissection leads to higher rates of recurrences and should be abandoned" \[[@CR28]\]. The surgical treatment of the neck is challenging. Head and neck surgeons, dealing with head and neck carcinomas, routinely perform neck dissections and master every type of neck dissection. Unfortunately, regional recurrences of squamous cell carcinomas of the upper aerodigestive tract after irradiation or previous neck dissection are not rare. Thus, head and neck surgeons are also experienced with revision neck surgery.

Conclusions {#Sec6}
===========

A well-trained head and neck surgeon will have experience in treating all forms of malignancies of the head and neck, and will be familiar with vocal cord evaluation, with all types of neck dissections and with the management of the larynx and trachea. Local or regional recurrences of differentiated thyroid carcinomas are difficult to manage; the head and neck surgeon is accustomed to performing surgery in post-surgical and/or post-irradiated necks.

Expertise should not be defined by specialty but focused on facts such as experience in surgery of the neck, of post-surgical and post-irradiated necks, of neighboring structures and in the diagnosis and surgery of complications such as recurrent laryngeal nerve paralysis. Such expertise can only be maintained with a large enough volume of thyroid and neck surgeries after the training period. Thus, the question of who is qualified to perform thyroid surgery is not determined by the basic specialty certification of the surgeon, whether general surgery or otolaryngology; rather, it depends on the training, skill and surgical experience of the individual surgeon.
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